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ABSTRACT
Background: Research has shown that sexual risk behavior, as well as transition-related risk
behavior, such as uncontrolled hormone use, auto-medication, and silicone injections, may
lead to several adverse health outcomes for transgender persons. Transgender sex workers
are a vulnerable group within the transgender population, who are at increased risk for
these health risk behaviors. However, European research into this topic and risk population
remains largely absent.
Aim: This study explores the prevalence of uncontrolled gender-affirming hormone use, sili-
cone injections, and inconsistent condom use among transgender sex workers working in
Antwerp, Belgium.
Methods: A descriptive analysis of a survey sample of 46 transgender sex workers, supple-
mented with nine in-depth interviews with transgender sex workers.
Results: This population of transgender sex workers has specific socio-demographic charac-
teristics: they are all assigned male at birth, 83% identifies as female and 76% is from Latin-
American descent, mainly from Ecuador. Transition-related and sexual risk behaviors are
prevalent. Current uncontrolled hormone use rate is 32%, which should be seen in light of
their work as well as their migration status. Inconsistent condom use with clients is reported
by 33% of the sample. Of all participants, 65% has silicone injections in one or more parts
of the body, and 43% of them cites health problems due to these injections.
Conclusion: The specific characteristics of this largely invisible but highly vulnerable popula-
tion should be taken in account when addressing this population’s health risk behavior.
Access to health care and social services should be ensured, and culturally tailored health
interventions that take into account their social context as well as their gender identity
should be developed.
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Introduction

Research indicates that HIV prevalence and sex-
ual risk behavior are estimated to be high for
transgender persons. Especially among trans-
gender women, who were assigned male at birth
but identify more on the female spectrum, HIV
rates appear to be high: a systematic review based
on 39 studies calculated a global HIV prevalence
rate of 19.1% for transgender women (Baral
et al., 2013). In the USA, a meta-analysis of 29
studies showed that 27.7% of all transgender
women in the study samples included tested HIV
positive (Herbst et al., 2008). For transgender
women of color in the USA, HIV prevalence is
estimated higher than for white transgender

women (Garofalo, Deleon, Osmer, Doll, &
Harper, 2006; Herbst et al., 2008; Nuttbrock
et al., 2009). Sexual risk behaviors such as incon-
sistent condom use with primary as well as non-
primary or commercial partners or sex in sero-
discordant relationships are frequently reported
among transgender populations (Guadamuz
et al., 2011; Nemoto et al., 2012; Operario,
Nemoto, Iwamoto, & Moore, 2011; Sausa,
Keatley, & Operario, 2007; Wilson et al., 2009).
However, some transgender persons also engage
in other kinds of health risk behavior. Studies
cite for instance uncontrolled gender-affirming
hormone use and auto-medication in transgender
women, as in transgender men (Clements-Nolle,

CONTACT Judith Van Schuylenbergh judith.vanschuylenbergh@ugent.be Centre for Sexology and Gender, Ghent University Hospital, C.
Heymanslaan 10, 9000 Ghent, Belgium.
� 2019 Taylor & Francis Group, LLC

INTERNATIONAL JOURNAL OF TRANSGENDERISM
2019, VOL. 20, NO. 4, 388–402
https://doi.org/10.1080/15532739.2019.1617217

http://crossmark.crossref.org/dialog/?doi=10.1080/15532739.2019.1617217&domain=pdf&date_stamp=2019-10-22
http://orcid.org/0000-0001-7643-4153
http://orcid.org/0000-0002-6570-2340
http://orcid.org/0000-0003-0457-9673
https://doi.org/10.1080/15532739.2019.1617217
http://www.tandfonline.com


Marx, Guzman, & Katz, 2001; Garofalo et al.,
2006; Mepham, Bouman, Arcelus, Hayter, &
Wylie, 2014; Rotondi et al., 2013; Sanchez,
Sanchez, & Danoff, 2009). A Canadian study
about “DIY transitions” (do-it-yourself transitions
including non-prescribed hormone use and self-
performed surgeries) shows that 25% of their
sample of transgender persons (N¼ 433) have
used non-prescribed hormones (Rotondi et al.,
2013). These hormones are sometimes obtained
via friends, street vendors or through the internet
(Mepham et al., 2014; Rotondi et al., 2013;
Sanchez et al., 2009). Hormone use without med-
ical supervision greatly increases the risk of
adverse health outcomes (Meriggiola & Gava,
2015). The use of silicone injections or “fillers”
could be seen as another form of transition-
related risk behavior. Some transgender women
use these as an alternative for plastic surgery to
attain what they consider to be a more feminine
body (Wilson, Rapues, Jin, & Raymond, 2014).
Silicone injections do not come without risk:
complications such as inflammation or migration
and deformation of the silicones can occur
immediately after the injection, but also years
later (Chasan, 2007; Styperek, Bayers, Beer, &
Beer, 2013). As such, the use of silicone injections
to achieve a more feminine shape is discouraged
by transgender health care specialists (Ettner,
Monstrey, & Coleman, 2016). Because of the rela-
tively low cost compared to standard options for
transition (e.g., breast augmentation) these are
particularly popular within some subgroups of
transgender persons, such as adolescents and sex
workers (Styperek et al., 2013; Wallace, 2010).
Indeed, for some transgender persons, gender-
affirming healthcare is unavailable, difficult to
access or impossible to afford (Winter et al.,
2016), which may lead them to looking for alter-
natives from the standard transition options that
are described in international guidelines such as
the Endocrine Society Clinical Practice Guideline
for endocrine treatment of gender-dysphoric/gen-
der-incongruent persons (Hembree et al., 2017)
and the World Professional Association for
Transgender Health (WPATH) Standards of Care
(Coleman et al., 2012).

Studies have demonstrated that transgender
women are disproportionally represented in the

sex industry (Logie et al., 2017; Nuttbrock &
Hwahng, 2017; Wilson et al., 2009). The involve-
ment of transgender women in sex work is
mostly attributed to discrimination, stigmatiza-
tion, and transphobia (Crosby & Pitts, 2007;
Nadal, Davidoff, & Fujii-Doe, 2014; Sausa et al.,
2007). Transgender persons frequently face dis-
crimination on the labor and housing market,
which may lead to economic marginalization and
in turn facilitate engagement in sex work.
Especially for transgender women of color, who
face even more discrimination on the labor mar-
ket, as well as a double eroticization of their
bodies (being trans as well as being exotic),
engagement in the sex industry is estimated to be
high (Logie, James, Tharao, & Loutfy, 2011;
Nuttbrock & Hwahng, 2017; Sausa et al., 2007).

Transgender sex workers are a population at
high risk for adverse health outcomes (Harcourt,
van Beek, Heslop, McMahon, & Donovan, 2001).
For instance, HIV prevalence among transgender
sex workers has been estimated much higher
than among transgender women not engaged in
sex work (Operario, Soma, & Underhill, 2008).
Moreover, an US-based study showed that trans-
gender women who had ever used gender-affirm-
ing hormones without medical supervision were
also more likely to be engaged in sex work, face
financial hardship, and have no health insurance
(Nuttbrock et al., 2014). Because of the financial
hardship they frequently face, transition-related
risk behavior might indeed be more prevalent
within populations of transgender sex workers.
However, European research on transgender sex
work and health risk behavior is scarce, and non-
existent when it comes to uncontrolled hormone
use and silicone injections (Van Schuylenbergh,
Motmans, & Coene, 2018). Most of the studies
that involve transgender sex workers are con-
ducted in large urban areas in North-America, such
as New York and San Francisco, or Asian countries
(e.g., India, Pakistan, Indonesia, Thailand). There
have been some recent European studies involving
transgender sex workers in Italy (Botti & D’Ippoliti,
2017), Spain (Ballester-Arnal, Bergero-Miguel, Gil-
Llario, Guzman-Parra, & Castro-Calvo, 2018), and
Portugal (Gama, Martins, Mendao, Barros, & Dias,
2018). These studies show that HIV risk behaviors
are indeed common among transgender sex
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workers (Gama et al., 2018), as well as substance
abuse (Ballester-Arnal et al., 2018). Transgender sex
workers also appear to experience more discrimin-
ation and exclusion compared to transgender per-
sons not involved in sex work (Ballester-Arnal
et al., 2018; Botti & D’Ippoliti, 2017). However,
social contexts for transgender persons as well as
for sex workers differ greatly globally, and even
within Europe (ILGA Europe, 2018; Weitzer, 2017).
Reports from the European Network for HIV/STI
Prevention and Health Promotion among Migrant
Sex Workers (TAMPEP) indicate that the propor-
tion of transgender sex workers is highest in
Western-European countries like Belgium,
Luxembourg, France, Greece, and Italy, estimated
at 15–25% of the overall (male, female, and trans-
gender) sex worker population, compared to a
maximum of 5% in the overall sex worker popula-
tions in other European regions, which could be
attributed to the longstanding presence of trans-
gender communities and the possibilities with
regard to gender affirmative processes in Western
Europe (TAMPEP, 2009). TAMPEP estimates that
70% of all transgender sex workers working in the
Western European sex industry are migrants,
which makes them even more vulnerable to health
risks. However, transition-related health risk
behavior within this vulnerable population of
transgender sex workers has not yet been studied.
Therefore, this study aims at exploring uncon-
trolled hormone use and silicone injections as well
as sexual risk behavior in a population of trans-
gender sex workers working in Antwerp, Belgium.
The city of Antwerp has a close concentration of
window-based prostitution that was historically
developed alongside the Antwerp harbor, which
expanded increasingly towards the end of the 19th
century and as such created a high demand for
sex workers (De Koster, 2017). In Belgium, third-
party involvement in prostitution is illegal, but not
prostitution itself, although some local govern-
ments tolerate third-party involvement. Antwerp
has a red light district (‘Schipperskwartier’) that is
segregated from the rest of the city and is highly
regulated and well-monitored, with a police station
and a health service center for sex workers located
inside (Weitzer, 2014). In Antwerp, transgender
sex workers are present in window prostitution,
whereas in red light districts in other Belgian

cities, like Brussels or Ghent, this is not the case.
Although health care services for sex workers are
present and easily accessible in the Antwerp red
light district, transition-related risk behavior and
sexual risk behavior of this subpopulation of sex
workers, as well as their need for healthcare
remain unknown. As such the nature of this study
is descriptive and exploratory, aiming at providing
first insights in the risk behavior of transgender
sex workers in Belgium.

Method

Context and sample

The authors opted for a face-to-face survey
method in close co-operation with two outreach
organizations providing healthcare and assistance
for sex workers that are located in or nearby the
red light district. Conducting research with trans-
gender persons as well as with sex workers might
be particularly challenging (Benoit, Jansson,
Millar, & Phillips, 2005; Sanders, 2006a; Shaver,
2005), and as such working with organizations in
the field is crucial. Therefore, one trained
Spanish-speaking peer expert identifying as gender
variant, who had been working in the Antwerp
sex industry before getting involved with the out-
reach organization and held close contact with the
transgender sex worker population working in the
Antwerp red light district, was included as part of
the research team. Their role was essential in gain-
ing access to this hard-to-reach population. For
the outreach organizations, the primary focus of
the study was to explore the use of gender-affirm-
ing hormones in the population of transgender
sex workers reached by them, in order to develop
an intervention aiming at harm reduction of
uncontrolled hormone use. Because of this pri-
mary focus on hormone use, ever having used
gender-affirming hormones was required to par-
ticipate in the study.

The face-to-face survey was supplemented
afterwards by in-depth interviews with trans-
gender sex workers working at the red light dis-
trict in Antwerp. The in-depth interviews were
part of a larger study looking in the lives and dis-
courses of transgender sex workers in Antwerp,
but only data related to hormone use and risk

390 J. VAN SCHUYLENBERGH ET AL.



behavior was used for this article, to supplement
the initial findings resulting from the survey.

Data collection

Participants were recruited by the two outreach
organizations between January and June 2017.
Structured face-to-face survey interviews were
conducted in person by three Spanish-speaking
social workers of the outreach organizations, as
well as the peer expert, who contacted possible
participants during their outreach work in and
around the red light district in Antwerp. Because
most transgender sex workers were at work dur-
ing outreach, usually an appointment was made
for the survey interview, and the actual interview
was conducted by the social workers or the peer
expert later on in one of the locations of the out-
reach organizations. After the survey data collec-
tion and analysis, additional in-depth interviews
with transgender sex workers were conducted by
one of the researchers (A.S.) between February
and April 2018. The researcher who conducted
the in-depth interviews was a Belgian Spanish-
speaking cisgender woman from a Latin-
American background, which created a feeling of
familiarity without actually being part of the
transgender sex worker community, and as such
proved to be very useful for the data collection.
Recruitment for the in-depth interviews was con-
ducted in the same way as for the face-to-face
survey interviews. An interview with the peer
expert was conducted after the data collection
and analyses for feedback on the results. Written
informed consent was obtained from all survey
and interview participants. Pseudonyms were
chosen for the interview participants to ensure
privacy. Spanish in-depth interviews were tran-
scribed, translated, and coded in Dutch.

Of the 65 transgender sex workers working in
the Antwerp red light district that were contacted
during the outreach phase for the quantitative
survey, 46 persons agreed to participate in the
face-to-face survey. Fifteen transgender sex work-
ers were contacted for the additional in-depth
interviews, of which nine agreed to participate.
Some of them already participated in the survey.
Reasons for dropout were distrust of researchers,
which is common among sex workers (Sanders,

2006b), and the sex worker having a client at the
moment of the recruitment or the appointment.
An incentive with a value of 20e was provided
for all transgender sex workers who participated
in the study.

Measures

For the face-to-face survey, a questionnaire was
developed by the research team. The question-
naire was first reviewed by the outreach organiza-
tions and tested by two key informants of the
population, and translated in Spanish after
adjustments were made. Sociodemographic meas-
ures included age, educational level, country of
origin, current nationality, legal gender, permis-
sion of permanent residence, and having a health
insurance. Gender identity was measured with
the options: (1) female, (2) between male and
female, (3) sometimes male, sometimes female,
and (4) male. This classification was chosen in
correspondence with the outreach organizations,
to be understandable for all participants and
match their lived experiences, because the cul-
tural conceptualization of gender(identity) might
vary. Information about past gender-affirming
hormone use included age at first use, continuity
of past hormone use, where the hormones were
obtained, whether there was medical supervision,
and whether hormonal treatment was ever inter-
rupted or stopped due to complications. Highest
dose ever, brand name, duration of past hormone
use, and possible complications were open-ended
questions that were coded later on by one of the
researchers (J.V.S.).. To explore present gender-
affirming hormone use brand names and doses
were asked as open-ended questions that were
coded later on by the researcher in the same way
as for past hormone use. Questions on present
hormone use also included where the current
hormonal treatment was obtained, whether there
was medical supervision for this treatment and
whether the participant was taking additional
hormones without medical supervision.
Information about silicone injections included
having had silicones injected (yes/no), in what
zones of the body, by who, where and when the
silicones were injected, and what complications
had manifested itself, of any. All of these
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questions were open ended and coded later on.
For sexual health, condom use during work and
ever been diagnosed with one of the following
sexually transmitted diseases (STD) was asked:
Hepatitis B, Hepatitis C, HIV, Chlamydia, genital/
anal warts, genital/anal herpes, Gonorrhea or
Syphilis. General health was measured using the
Minimal European Health Module (Cox et al.,
2009). To conclude, experiences with transgender
healthcare (doctor and/or psychotherapist), need
for medical assistance or healthcare, having ques-
tions about hormone therapy and obstacles to
healthcare were asked.

For the in-depth interviews, a semi-structured
topic list was used based on the analysis of the
quantitative survey data, covering the topics past
and present hormone use, sex work, migration
trajectory, discrimination experiences, and gender
identity experiences.

Data analysis

Survey data was analyzed using IBM SPSS statis-
tical software version 24 (SPSS Inc., Chicago, IL).
Descriptive analyses were used to describe the
socio-demographic characteristics of the study
population, their past and present hormone use,
their silicone use, and sexual risk. Qualitative data
was transcribed ad verbatim. Because of the
exploratory nature of the study, qualitative analysis
was based on grounded theory (Glaser, Strauss, &
Strutzel, 1968), in which data collection and ana-
lysis are alternated as themes and concepts emerge
out of the data. The in-depth interviews were dou-
ble coded during and after the data collection pro-
cess by two researchers independently (A.S. &
J.V.S.) to result in one coding scheme, and ana-
lyzed using Nvivo Pro 11 software. Quotes are
used where possible to illustrate the findings; how-
ever, because of the primary focus on hormone
use for the outreach organizations, topics such as
silicone use and sexual health were not explored
extensively during the in-depth interviews.

Results

Socio-demographic characteristics

All survey participants were assigned male at
birth and had a history of using gender-affirming

hormones (as required to participate). Of all
transgender sex workers in the survey sample,
83% self-identified as female and 43.5% had
legally changed their gender. One person identi-
fied as male: this person self-identified as a cross-
dresser and had a history of hormone use. Of all
survey participants 76% were from Latin-
American origin, most of them born in Ecuador
(61%). Of all survey participants, 44% had the
Spanish nationality and 17% had the Belgian
nationality. The survey showed that 37% of all
participants had a permission for permanent resi-
dence in Belgium. However, 30% of all partici-
pants traveled internationally for sex work and as
such did not reside permanently in Belgium, or
did not live in Belgium at all. All sociodemo-
graphic characteristics of the survey sample are
summarized in Table 1.

All of the nine interview participants were
assigned male at birth and identified as female.

Table 1. Characteristics of the survey sample of transgender
sex workers (N¼ 46).
Socio-demographic variables n %

Gender identitya

Female 38 83
Between male and female 5 11
Sometimes male, sometimes female 2 4
Male 1 2

Age: mean ¼ 44.46; SD ¼ 8.65
Education
Primary education 15 33
Lower secondary education 8 17
Higher secondary education 17 37
Post-secondary non-universitary education 3 6.5
University 3 6.5

Country of origin
Ecuador 28 61
Belgium 5 11
Colombia 3 6.5
Spain 2 4
Other: Bolivia, Italy, Panama, Peru, Romania,

Russia, Venezuela, the Netherlands
8 17

Current nationality
Spanish 20 44
Belgian 8 17
Ecuadorian 7 15
Spanish/Colombian 2 4
Spanish/Ecuadorian 2 4
Dutch 2 4
Other: Ecuadorian/Dutch, Italian, Panamanian,

Romanian, Russian
5 11

Permission for permanent residence in Belgium (yes) 17 37
Health insurance
No health insurance 4 9
In Spain 16 36
In Belgium 16 36
In Ecuador 3 7
In another country: France, Italy, Russia,

Colombia, the Netherlands
5 11

Center for Sexology and Gender; Center for Research for Research on
Culture and Gender instead of Dep of Languages and Cultures.
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Of the nine interview participants, seven were
from Ecuadorian origin. Furthermore, six of
them had lived in Spain. A variety of migration
pathways is found among the interview partici-
pants, with the Netherlands, France, Germany,
Italy, and Spain mentioned as first destination
countries. Table 2 shows migration pathways for
all interview participants. Migration often hap-
pened with help from friends already living in
the destination country, like Kimberly, a 46-year
old Ecuadorian transgender sex worker, cites: “it
is like a chain (cadena) because almost all of us
travelled here in the same way [with help from a
friend]”. The economic crisis in Spain is cited by
a lot of the interview participants as the reason
for eventually migrating to Belgium or the
Netherlands. All interview participants worked in
the Antwerp red light district, but four of them
did not live in Antwerp: two of them were living
in Amsterdam (NL) but work in Antwerp
because they had to pay taxes to work in the
Amsterdam red light district. One participant
lived in Spain and occasionally traveled to
Antwerp to work, and one participant lived in
Brussels and also worked in Brussels in street-
based sex work. Socio-demographic characteris-
tics of the interview participants are summed up
in Table 2.

Hormone use

For the survey participants, mean age of starting
hormone treatment was 20 years [standard devi-
ation (SD)¼20.27] and 60% was under 18 years
when initiating gender-affirming hormone use.
Hormone use was not continuous in 18% of all
survey participants. Almost half of the survey
participants (46%) has ever stopped or inter-
rupted hormonal treatment because of perceived

complications. Complications cited were depres-
sion and mood swings, weight gain, and erec-
tion problems.

Half of the survey sample (49%) was still using
gender-affirming hormones at the time of the
data collection. A variety of brand names and
doses is found in the survey sample, in the past
as well as in the present. The use of ethinylestra-
diol (Diane 35VR ) appeared to be most popular
among the survey participants, in the past as well
as in the present, followed by cyproterone acetate
(AndrocurVR ). Furthermore, a lot of the trans-
gender sex workers in the survey sample cited
injectable estrogens which are not available in
Western Europe. All gender-affirming hormones
used in the past and in the present are listed in
Table 3.

Twenty-four percent of all survey participants
obtained gender-affirming hormones via friends
in the past. Only one participant had ever
obtained hormones online. Some of the inter-
view participants confirm that information about
gender-affirming hormones as well as the prod-
ucts themselves are indeed frequently obtained
from friends, as Jasmine, a 40-year old sex
worker from Ecuador, states: “I took whatever
the girls gave me that would make me more fem-
inine. I started with Diane35VR . I also took
PrimogynVR . That helped me a lot to become more
feminine. Look at me now, such a doll!”. Julia, a
52-year old sex worker, also explains: “when I
first saw travesti [word used by the participant to
refer to transgender persons] who had tits, I asked
them how they did that. They gave me the name
of the hormones and I started taking them”. The
in-depth interviews show that some Ecuadorian
transgender sex workers working in Antwerp
bring hormones for themselves and friends
when they travel to Ecuador. Marina, a 45-year

Table 2. Characteristics of the in-depth interview participants (N¼ 9).
Namea Age Gender ID Origin Living in Migration path

Marina 45 Female Spain Antwerp ES>NL> BE
Monica 53 Female Ecuador Antwerp EC> FR> ES> BE
Brenda 41 Female Belgium Antwerp –
Julia 52 Female Ecuador Antwerp EC>DE> ES> BE
Karmen 42 Female Ecuador Antwerp EC> IT> FR> ES>NL> BE
Kristina 54 Female Ecuador Amsterdam (NL) EC> FR> ES>NL
Kimberly 46 Female Ecuador Amsterdam (NL) EC>NL
Jasmine 40 Female Ecuador Brussels EC> ES> BE
Terry 43 Female Ecuador Malaga (ES) EC> FR> ES
aPseudonyms are used to protect privacy. ES: Spain; NL: the Netherlands; BE: Belgium; EC: Ecuador; FR: France; DE: Germany; IT: Italy.
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old sex worker from Spain, explains that gender-
affirming hormones are cheap and easily avail-
able over the counter in pharmacies in Ecuador,
and once back in Europe sold to friends for 10
times the price: “In Ecuador it [TopaselVR ] costs 1
dollar, but in Europe it is no longer available.
Some of them bring it when they come back from

holidays, or let family or friends bring it to
Belgium to sell it here for 20 euros”. Of all survey
participants currently still using gender-affirm-
ing hormones, 64% obtains them from a phys-
ician, although it was not specified if this doctor
had expertise in providing transgender
health care.

Table 3. Past (N¼ 46) and present (N¼ 22) gender affirming hormone use.

Brand name
Mode of administration

composition
Past,
N (%)

Highest
dose ever

Present,
N (%)

Current
dose

Diane 35V
R

Tablet Cyproterone acetate (2mg) and
Ethinylestradiol (35 mg)

19 (41%) 7 (15%)
14 1/day 3 1/day
2 3/day 2 2/day
1 4/day 1 1/week
1 1/week 1 7–9/week
1 10/week

AndrocurVR Tablet Cyproterone acetate (50mg) 15 (33%) 3 (6.5%)
11 1/day 2 1/day
1 1/week 1 1/month
1 2/day
2 N.S.

TopaselVR PerlutanVR Injection Estradiol enanthate (10mg) and
Algestone (150mg)

6 (13%) 2 (4%)
2 1/week 1 1/2 weeks
2 1/day 1 1/2 months
1 1/month
1 N.S.

ProgynonV
R

Depot Injection Estradiol valerate (10mg) 6 (13%)
1 3/week
1 2/week
1 15/week
3 N.S.

GravidinonaVR Injection Estradiol valerate (5 mg) and
Hydroxyprogesteron (250mg)

4 (9%)
1 3/day
1 2/week
1 1/week
1 1/month

PrimogynVR Depot Injection Estradiol (10mg) 4 (9%)
1 3/day
1 3/week
1 1/week
1 2/month

ProgynovaVR Tablet Estradiol valerate (2mg) 2 (4%)
1 5/day
1 1/day

OestrogelVR Transdermal gel Estradiol (0.6mg/g)
1 N.S. 1 1/3 days

PremarinV
R

Tablet Conjugated estrogens
1 N.S.

PrimosistonVR Injection Composition depends on country
1 3/month

GynaecosidV
R

Tablet (abortion pill) Methyloestrenolone
(5mg) and methyloestradiol (0.3mg) 1 1/day

SystenVR Transdermal patch Estradiol (0.6mg/g)
1 1/day

Depo-proveraV
R

Injection Medroxyprogestron acetate (150mg)
1 1/month

Combinations
Diane 35VR and

AndrocurV
R

Cyproterone (2mg)þEthinylestradiol (35 mg)
and Cyproterone acetate (50mg)

1 1 co D/day þ
1 co A/week

ProgynovaVR

and AndrocurVR
Estradiol valerate (2mg) and cyproterone

acetate (50mg)
2 2 co P/day þ

2 co A/week
Not further specified
“Estrogens” 5 N.S.
“Estradiol” 4 N.S. 1 1/3 days

1 2/week
1 5mg/day
1 3/day

“Progesteron” 1 1 inj/month

N.S.¼not specified.
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Almost half of the survey participants (48%) had
no medical supervision for their hormone use in
the past. Reasons cited were no medical assistance
available, the doctor having no knowledge about
gender-affirming hormones, getting hormones and
information from friends, and financial hardship.
Current uncontrolled hormone use rate was 32% of
the total survey sample or 68% of all participants
still using gender-affirming hormones. Two partici-
pants mentioned uncontrolled hormone use in add-
ition to their medically controlled hormone use.
During the in-depth interviews, it appeared that,
even if a gender-affirming hormonal treatment is
prescribed by a doctor, a lot of the participants do
not take the hormones regularly. One of the rea-
sons cited for this by the interview participants is
that gender-affirming hormones frequently cause
erectile dysfunction, although an erection is often
required when engaging in transgender sex work.
All interview participants who did not underwent a
vaginoplasty cite having to engage in penetrating
sex with their penis, and stress the importance of
being able to maintain an erection. Brenda, a 41-
year old Belgian sex worker explained for instance
how she adjusts her gender-affirming hormone
treatment herself to be able to still have an erection:
“I need it [my penis] for my work… [… ] One
month I use estrogelVR , the next month I don’t, and
so on. I apply it in the morning and in the evening,
I do not apply the recommended dose [… ] although
they [the hormones] are always prescribed.” Another
participant elaborated on how she takes high doses
of gender-affirming hormones when on vacation in
Ecuador because she does not engage in sex work
while there, and stops hormone treatment when
back in Antwerp, because she has to be able to per-
form during sex work. Other interview participants
held certain beliefs about hormone use: one
respondent for instance believed gender-affirming
hormones are no longer effective after a certain
age, and two others cite only taking gender-affirm-
ing hormones when having an orgasm with their
“male” body part, in order to stay female and
“in balance”.

Feminization surgery

A variety of surgical procedures to feminize the
body is found among the survey participants,

summed up in Table 4. Of all survey participants,
83% had breast augmentation. Half of these
breast augmentations were performed in Spain,
18% in Ecuador, and 13% in Belgium.
Participants also cited facial feminization surgery
(FFS, 56%), silicone implants in the buttocks
(46%), and liposuction (33%). Furthermore, seven
participants had undergone vaginoplasty (15%).
Of all survey participants that have had a genital
gender-affirming surgery, three indicate currently
not following gender-affirming hormone therapy.

Of the interview participants, only one had
undergone vaginoplasty. Two of the interview
participants stated thinking about genital surgery,
but most of them explicitly stated not wanting

Table 4. Hormone use, surgery, silicone injections and sexual
health in the survey sample (N¼ 46).
Hormone use N (%)

Hormone use not continuous 8 (18)
Duration of hormone use (n¼ 41)
Less than a year 5 (12)
1–5 years 14 (34)
5–10 years 12 (29)
Over 10 years 10 (24)
Ever stopped hormonal treatment because of complications 21 (46)

Complications
Depression/mood swings 8 (17)
Weight gain 6 (13)
Erection problems 5 (11)
Current hormone use (yes) 22 (49)

Uncontrolled hormone use
Past 22 (48)
Present 15 (32)
Hormones obtained via friends 24

Surgery N (%)
Breast augmentation 38 (83)
Facial feminization surgery (FFS) 25 (56)
Silicone implants in the buttocks 21 (46)
Liposuction 15 (33)
Vaginoplasty 7 (15)

Silicone injections N (%)
Silicone injections 30 (65)
Buttocks 20 (43.5)
Legs 17 (37)
Face (forehead, jawbones or cheekbones) 11 (24)
Hips 5 (11)
Breasts 2 (4)

Performed by
A transgender friend 16 (53)
A doctor 13 (43)
A nurse 1 (2)
Themselves 1 (2)
Complications 13 (43)

Sexual health N (%)
Inconsistent condom use at work 15 (33)
Ever diagnosed with one or more STD (self-reported) 43 (73)
Gonorrhea 14 (31)
Syphilis 14 (31)
Hepatitis B 6 (13)
Chlamydia 5 (11)
Genital/anal herpes 5 (11)
Hepatitis C 4 (9)
Genital/anal warts 3 (7)
HIV 4 (9)
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this procedure. Some of them voiced a fear of
loss of sexual pleasure and stated liking to pene-
trate. Keeping their penis is seen by these partici-
pants as a deliberated choice that does not make
them less female, as stated by Marina, a 45-year
old sex worker from Spain: “I am female in all
aspects and ways, I just also like to penetrate. I
accept myself as I am. What is between my legs is
my own business.” Furthermore, some interview
participants also cited that because of their penis,
they can offer a special service that attracts a spe-
cific clientele, and allows them to ask more money
than cisgender female sex workers, as Jasmine, a
40-year old sex worker from Ecuador indicates:
“We are special, we are the forbidden sex. Men
cannot get what we offer if they do not pay for it.
All men would want someone like us at home, we
are the dolls that have something special.”

Silicone injections

Of all survey participants, 65% has had silicone
injections. Most of the survey participants that had
silicone injections were from Latin-American origin
(93%), and most of the silicones were injected in
Ecuador (53%), followed by Spain (27%), between
1990 and 2014. More than half of these silicones
(53%) were injected by a (transgender) friend who
is not medically trained for these procedures. Of
the survey participants having had silicone injec-
tions, 43% cites health problems attributed to these
silicones, such as pain in the back, hips, buttocks
or legs, skin problems, inflammations, and migra-
tion and deformation of the silicones afterwards.

Sexual health

Of all survey participants, 73% self-reported ever
been diagnosed with one or more STD. Four
respondents report being HIV positive (9%). A
third of all survey participants does not always
use condoms for sex work, and states that this
depends on the price, the client looking hygienic
or handsome or the act. Oral sex is for instance
frequently performed without condom.

Need for healthcare

Of all participants in the survey sample, 83%
described their general health as (very) good, and
70% stated no need for healthcare. However, 28%
stated having questions about gender-affirming
hormone use and 22% voiced a need for psycho-
logical support. Barriers for (transgender specific)
healthcare that are voiced by the survey partici-
pants are the doctors’ attitude, the need to travel,
not speaking Dutch and having no health insur-
ance. Most of the participants did have a health
insurance (91%), of which 36% in Belgium and
36% in Spain. Some interview participants stated
that they had sought psychological support in the
past, but that this had been focused on making
them accept their birth-assigned gender, which
resulted in an overall distrust in psychotherapists.
Monica, a 53-year old sex worker from Ecuador,
states for instance: “I went to another city to
study medicine. I had a few appointments with a
psychologist of the university, but he tried to
change me and encouraged me to try relationships
with girls”. Brenda, a 41-year old sex worker
from Belgium, had the same experience: “She
kept on saying ‘are you sure you want this’ [… ]
she had the intention to convince me to not do
the transition”.

Discussion

This study is one of the first exploring socio-
demographic characteristics and health risk
behaviors of a population of transgender sex
workers from a European context. This popula-
tion of transgender sex workers working in and
around the Antwerp red light district appears to
be a very specific population with distinct charac-
teristics. First of all, most of them are immi-
grants: only 11% of the sample was of Belgian
origin: this is significantly lower than the propor-
tion of native transgender sex workers in the
Spanish (Ballester-Arnal et al., 2018) and
Portuguese (Gama et al., 2018) studies, respect-
ively 46,4% and 56.3%. Moreover, this sample
existed mainly of Latin-American transgender
women: 76% was from Latin-American descend,
and 61% was born in Ecuador. Similar findings
have been reported by Janssen (2007) and the
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European Network for HIV/STI prevention and
Health Promotion among Migrant Sex Workers
(TAMPEP, 2009), who report that a majority of
transgender sex workers in Europe comes from
Latin American countries (Janssen, 2007;
TAMPEP, 2009). The proportion of sex workers
from Latin American countries is much smaller
in the general sex worker population in Antwerp:
around 5% of the total sex worker population
working in Antwerp is from Latin-American des-
cend (Van Nunen, Gryseels, & Van Hal, 2012).

A significant proportion of the transgender sex
workers in this study have lived and worked in
Spain, and 44% has the Spanish nationality.
However, assuming a single migration path from
Ecuador over Spain to Belgium or the
Netherlands is too simplistic: a great variety of
migration pathways is mentioned. Moreover,
working in the red light district of Antwerp does
not necessarily mean living in Antwerp or even
in Belgium: there seems to be a lot of mobility:
30% of all survey participants cite traveling inter-
nationally for work and four out of nine inter-
view participants did not live in Antwerp. Only
37% of the survey sample has a permanent resi-
dence permit for Belgium, which has off course
important consequences for their access to health
care in Belgium.

Transition-related risk behaviors

A lot of the transgender sex workers in this study
do not follow regular gender-affirming hormone
regimens for transgender persons described in
the guidelines of the Endocrine Society (Hembree
et al., 2017). Uncontrolled hormone use appeared
to be very prevalent in this population: 32% of
the survey participants who are currently still
using gender-affirming hormones does this with-
out medical supervision or regular checkup. A
wide variety of brand names and doses is found,
in which the use of Diane 35VR , which contains
the synthetic estrogen ethinylestradiol and antian-
drogen cyproterone acetate, is specifically
remarkable. The use of ethinylestradiol is not rec-
ommended for transgender women because of
the association with venous thrombosis
(Asscheman et al., 2014; Gooren, Wierckx, &
Giltay, 2014; Toorians et al., 2003), but seems to

be used frequently by this population, in the past
as well as in the present. Also, the use of inject-
able estrogens, which are not available in
Belgium, and thus are illegally imported, has to
be noted. This finding suggests the existence of
alternative circuits for obtaining hormonal prod-
ucts, which is further confirmed by some inter-
view participants who mentioned buying gender-
affirming hormones in Ecuador over the counter
and selling them to friends once back in Europe.
Indeed, the gender-affirming hormone treatments
cited in this sample of transgender sex workers
are often not prescribed by a physician. A quarter
of all participants obtained hormones through
friends. Earlier reports stated 16.9 and 4.7%
prevalence rates of ever having obtained hor-
mones via friends in more general transgender
samples in Ontario, Canada (Rotondi et al., 2013)
and New York City, USA (Sanchez et al., 2009).
As the in-depth interviews suggest, uncontrolled
gender-affirming hormone use and auto-medica-
tion could be related to the importance of the
penis and erection during sex work for trans-
gender sex workers, which often makes them
interrupt or adjust their hormone regimens
themselves. Not opting for genital gender-affirm-
ing surgery is seen as a deliberated choice that
does not make them less female, although the
penis appears to be an important aspect of their
work. Not opting for a vaginoplasty as such could
also be seen as a selling strategy for transgender
sex workers. However, distrust in healthcare
workers and other barriers to regular transgender
health care, such as travel distance and language
barriers, could also be related to the high rate of
uncontrolled hormone use in this population.
Past experiences with healthcare workers might
have led the transgender sex workers in this sam-
ple to distrust physicians and psychologist and
rely on their own networks for obtaining infor-
mation and gender-affirming hormones.

The prevalence of using internet-sourced hor-
mones was found to be very low in this sample
of transgender sex workers, in contrast with a
17% prevalence of internet-sourced hormones in
a sample of transgender persons attending initial
assessment at a transgender health clinic in
Nottingham, UK (Mepham et al., 2014). This
could be due to limited internet access. The
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existing networks for obtaining gender-affirming
hormones might also be well-known among the
transgender sex workers working in the Antwerp
red light district, which might make buying inter-
net-sourced hormones unnecessary.

A variety of surgical procedures to feminize the
body is mentioned among the survey participants,
that are considered safe options for feminization if
performed following WPATH Standards of Care 7
for the Health of Transgender and Gender-non-
conforming persons (Coleman et al., 2012).
However, more than half of the survey sample
(65%) has silicone injections in one or more parts
of the body, a practice that should be discouraged
according to transgender health care specialists
(Ettner et al., 2016). This seems considerably
higher than the 16.7% prevalence of filler use
found among transgender women in a population-
based sample in San Francisco, USA (Wilson
et al., 2014). As financial disadvantage is an
important factor for transgender women to engage
in the sex industry (Nadal et al., 2014), this high
prevalence of silicone injections could also be
related to their disadvantaged status in society.
Since most of the injections took place between
the years 1990 and 2000, it is unclear if this prac-
tice is still prevalent today and if this is (still) per-
formed in Antwerp. However, having silicone
injections has major consequences and complica-
tions can still arise years after the silicones were
injected, which means these can still cause adverse
health outcomes up until today (Chasan, 2007;
Styperek et al., 2013). Furthermore, injecting hor-
mones and silicones could pose additional health
risks related to needle sharing, though it is not
known from the current data if transgender sex
workers in this sample engage in this kind of
risk behavior.

Sexual health

Inconsistent condom use with clients was
reported by a third of all survey participants.
Two thirds of the sample had ever been diag-
nosed with one or more STD, and 9% (n¼ 4)
self-reported being HIV positive. Though these
data are limited, HIV prevalence seems to be
lower than HIV prevalence estimated in previous
studies in Jamaica (Logie et al., 2017), San

Francisco, USA (Sugano, Nemoto, & Operario,
2006) and Shenyang, China (Cai et al., 2016), all
using self-reported data in samples of transgender
sex workers (respectively 29, 26, and 17%). A
recent Portuguese study reported a self-reported
HIV prevalence of 14.9% in a sample of 121
transgender sex workers (Gama et al., 2018). The
variation in these findings suggests that HIV
prevalence rates cannot be generalized, even
among samples of transgender sex workers, and
that global HIV prevalence rates for transgender
persons should be interpreted with caution.

Implications for policy and health care

Research shows that because of discrimination on
the labor market, some transgender women have
to turn to the sex industry to survive (Crosby &
Pitts, 2007; Lindroth, Zeluf, Mannheimer, &
Deogan, 2017; Nadal et al., 2014; Sausa et al.,
2007). Financial necessity could be an important
reason for transgender women to engage in sex
work, and financial problems might as such be
an important reason for these women to turn to
alternative transition options such as silicone
injections or auto-medication. In order to lower
this risk behavior, discrimination of transgender
persons and access to healthcare and social serv-
ices should be addressed. Although most partici-
pants do state having a health insurance, only
36% has a health insurance in Belgium. To qual-
ify for transgender health care coverage, trans-
gender sex workers living and working in
Antwerp would need a Belgian health insurance.
Given the mobility of some transgender sex
workers in this study, who sometimes not even
live in Antwerp or Belgium, this is not evident.
In some European countries, as in Belgium, the
social and legal position for transgender persons
has improved a lot over the past years, having
attained legal gender recognition without medical
requirements, legal protection taken up in anti-
discrimination laws, and a lot of transgender
healthcare options reimbursed by health insur-
ance (ILGA Europe, 2018). However, some
groups of transgender persons cannot claim these
rights, and the importance of language and citi-
zenship status as additional barriers to healthcare
and employment should be stressed here.
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It is recommended that organizations providing
healthcare and assistance for sex workers are edu-
cated about transgender issues and healthy options
for transition as described by the World
Professional Association for Transgender Healthcare
(WPATH) standards of care (Coleman et al., 2012)
and the guidelines for gender-affirming hormonal
treatment of the Endocrine Society (Hembree et al.,
2017), in order to give accurate information to
transgender sex workers about gender-affirming
hormone therapy, silicone injections, and other
transition-related health risk behaviors. The possibil-
ity of following up hormone therapy by a doctor at
the sex worker service center facilities to make
healthcare more accessible for transgender sex work-
ers should be explored. As also stressed by Gama
et al. (2018), health interventions that are culturally
sensitive and tailored to the needs of transgender
sex workers are necessary to effectively address the
needs of this vulnerable population. These should
take their distinct characteristics, situation, needs,
and beliefs into account, as they differ from the
general population of sex workers in Antwerp and
from the general population of transgender per-
sons in Belgium. Furthermore, a greater under-
standing of the situation of vulnerable groups
within the transgender population, such as sex
workers, their healthcare needs, and the barriers to
healthcare they face is necessary for transgender
healthcare providers. Evidently, more research
should further explore and entangle the complex
intertwining of intersections of gender, ethnicity,
socio-economic status and others, as well as their
associated health risks for transgender sex workers
in European context.

Limitations

This study, though limited in sample size, is one
of the first providing insights in the transition-
related health risk behaviors of a population of
transgender sex workers in Europe. However, as
all participants were required to have used gender-
affirming hormones in the past, this sample is not
representative for the total population of trans-
gender sex workers in Antwerp. Transvestite/
cross-dresser sex workers who have never used
hormones are for instance not included in this
sample. The composition of the total population

of transgender sex workers in Antwerp remains
thus unknown. Also, because of the collaboration
with the outreach organizations, most transgender
sex workers in the sample were window-based sex
workers working in the red light district area in
Antwerp (“Schipperskwartier”). It is unclear if
transgender persons are also active in other sectors
of the sex industry. Research indicates that trans-
gender women are also engaging in sex work
online (Botti & D’Ippoliti, 2017; Moorman &
Harrison, 2016). Further research should investi-
gate whether the socio-demographic characteristics
and risk behaviors of transgender persons involved
in online sex work differs from this sample of
transgender sex workers.

Because of the exploratory nature of the study,
some parts of the questionnaire appeared to be
unclear. For instance, the possibility that gender-
affirming hormones were obtained abroad was
initially not considered, but appeared to be an
important factor in mapping the hormone use
practices of this sample of transgender sex work-
ers. In the future, some questions should be
altered to match the lived reality of transgender
sex workers. Also, past hormone use data was
self-reported and given the mean age being rela-
tively old and the mean age at first use appearing
very young, for a lot of transgender sex workers
in this sample the use of these hormones could
have taken place over a span of more than
10 years, which is a long time to remember spe-
cific brand names and doses. Furthermore, some
participants cited several brand names of gender-
affirming hormones, but it was not registered
whether these were taken at the same time or
during different periods. More detailed research
is needed to investigate gender-affirming hor-
mone use practices.

When researching sex workers, the use of third
party involvement such as key informants, peer
experts, and outreach organizations that have
gained trust of the studied population is common
(Sanders, 2006a, 2006b) and without these reach-
ing participants would have been impossible.
Data collection conducted by a peer expert hav-
ing an insider perspective and a Spanish-speaking
researcher from a Latin-American background
proved to be very beneficial to break down bar-
riers to participate in research for this hard-to-
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reach and understudied population, not only with
regard to language and cultural understanding,
but also in terms of gaining trust. However,
involving the peer expert in the quantitative as
well as the qualitative data collection could have
resulted in a selection effect, only selecting trans-
gender sex workers they already knew or thought
would be willing to participate.

Finally, data on sexual health in this study is
limited, as HIV status and STD prevalence are
self-reported. The meta-analysis of Herbst et al.
(2008) showed that for studies using self-reported
data on HIV status in transgender women, HIV
prevalence was only 11.8%, whereas for studies
using HIV testing data, HIV prevalence was
27.7%, (Herbst et al., 2008). Hence, HIV preva-
lence in this sample is likely to be an underestima-
tion. However, data on HIV prevalence in
transgender persons in general as well as in trans-
gender sex worker populations completely lacks in
Belgium, and in Europe this kind of research also
remains scarce. As such, this study could provide
some valuable first insights in the risk behavior of
a population of transgender sex workers in a
European context. Research using test data is
required to further investigate and confirm HIV
prevalence in subpopulations of the transgender
population that might be at higher risk, as well as
in the broader transgender population.

Conclusion

This study explored the transition-related risk
behaviors of a nonrandom subpopulation of both
transgender and sex worker populations, that has
been largely invisible for research but appears
highly vulnerable for several health risks.
Uncontrolled gender-affirming hormone use and
silicone injections, as well as inconsistent condom
use, appear to be highly prevalent in this sample
of transgender sex workers, which poses them at
risk for adverse health outcomes. When addressing
the health of this population, their specific socio-
demographic characteristics, their gender identity
and their social situation should be accounted for.
Access to health care and social services should be
ensured, and culturally tailored health interven-
tions that take into account their social context
and gender identity should be developed.
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